Background.The study set out to review the relationshipbetween mentaldisorderand fire setting.
Fire-setting presents enormous problems to society, as well as to clinicians who attempt to understand, explain, and classify it within existing psychiatric categories. Psychiatric andother classifications and typologies of fire-setters are generally regarded to be problematic and unsatisfactory.
The motivation of fire-setting has been reviewed extensively by Prins (1994a) and Barnett & Spitzer (1994) . Although there is a wealth of literature on all aspects of the topic, the amount of material that deals helpfully with motivation is relatively small. Moreover, until fairly recently, much of the published material has been anecdotal and of a significantly psychoanalytic orientation (Prins, 1994b) .
The main aims of this study were to obtain socio demographic, psychiatric, psychosexual, and medical data in a sample of offenders for whom fire-setting was the index offence, who had been referred for psychiatric assessment, and who would therefore be expected to highlight the association of psychiatric disorders with this behaviour.
Method
Fire-setting was defmed, for the purposes of this study, as the deliberatesetting alight of any property which might or might not endanger life. A case-note study was made of all patients referred to the North West Thames Forensic Psychiatry Service over a four-year period (1987 to 1991 inclusive) for whom fire-setting was the index offence. In addition to basic sociodemographic data, the following information was detailed: age at the time of the index offence, ethnic group, source of the referral, the reason given for fire-setting, family history of psychiatric disorder and offending, history of sexual or physical abuse, upbringing and childhood problems apart from abuse, psychoactive substance abuse, psychosexual history, medical disorders of possible relevance to the offence, forensic history, history of psychiatric treatment, and psychiatric disorder at the time of the offence.
Results
Thirty-six patients were referred during the period studied, 26 men and 10 women. Age and ethnic data were available for 22 of the men and eight of the women. The overall mean age was 27.2 (s.d. 13.0) years, and the difference in mean age between men (28.3 (s.d. 14.6) years, range 17-77 years) and women (24.2 (s.d. 7 .2) years, range 16â€"36 years) was not significant. Of the men, 17 (77%) were Caucasian, one (5Â°lo) Afro-Caribbean, two (9%) Chinese, one (5%) south Asian, and one (5%) of mixed race. Of the women, seven (88%) were Caucasian and one (13%) was Afro-Caribbean.
Eleven (31%) patients were referred by a psy chiatrist, 12 (33%) by a solicitor, and seven (19%) by a probation officer for court reports, and four (11%) by other sources, including general practitioners: two (6%) were referred by special hospitals.
Almost all the offences were serious, typically involving setting fire to a house or car. â€˜¿ Explanations' of a variously adequate nature that were given for the fire-setting are shown in Table 1 ischaemic attacks in one, and physical complications of alcohol abuse in three.
The forensic history was positive in 6lÂ°lo (14/23) of the men andin 50% (5/10) of the women (NS). Of these, five men and two women (NS) had a history of fire-setting.
A positive psychiatric history was present in 60Â°lo (21/35): 56Â°lo (14/25) of the men and 70% (7/10) of the women (NS). Of these, the families of seven had received family therapy, been seen in a child guidance clinic, or both as a direct result of the patient's needs; 14 had been treated as psychiatric in-patients (three of this group were also in the previous group); one had been treated only in a day hospital; and two had been treated only as out patients. At the time of the index offence, five (14%) of the 35 patients were receiving psychotropic medication. A psychiatric disorder or organic brain disorder was present at the time of the fire-setting in 66% (23/35) of the patients: in 64% (16/25) of the men and 70% (7/10) of the women (NS). The numbers for each type of disorder were as follows: organic brain disorder, two (6%); alcohol related, two (6%); schizophrenia, 13 (37%); depression, four (11%); learning disability, one (3%); and psycho pathic disorder, one (3%). Twelve (34%) of these patients did not suffer from such a disorder. The apparent discrepancy with Table 1 arises because the latter shows the reasons given for the fire-setting. Thus, although 13 patients had schizophrenia at the time of the index offence, in only six of these cases (Table 1) was this given as the cause of the fire setting.
Discussion
There have been relatively few descriptive studies of fire-setting. As in other studies, the sample studied here presented with a wide range of psychological, medical, and social problems.
Little has been written about female fire-setters in this century (Soothill, 1990) . Our sample included a relatively large number of female fire-setters, who comprised 28Â°lo of the patients, but it nevertheless confirmed earlier reports that men predominate. Of 30 fire-setters studied by O'Sullivan & Kelleher (1987), whose study corresponded with our sample of 36, seven (23%) were women. However, it has been argued that this may result partly from a tendency to avoid prosecuting female fire-setters for arson (Tennent et al, 1971 ). The female fire-setters studied in our sample did not differ significantly from the men in any of the variables studied. The suggestion by Fleszar-Szumigajuwa (1969) that female arsonists tend to be over 40 years of age Table 1 Reasonsgivenfor fire-setting including psychoactive substance abuse, were given as the cause in 57% (20/35) of the patients, with the male-to-female ratio being 15/25 (60Â°lo) to 5/10 (50Â°lo) (NS).
The family psychiatrichistory was positive in 36Â°lo
(10/28) of cases, and there was a family history of offending in 7% (2/28); men and women did not differ significantly in either factor.
A positive history of sexual abuse was found in 18% (4/22) of the men and 44Â°lo (4/9) of the women (NS). There was a history of physical abuse in 18% (4/22) of the men and 11% (1/9) of the women (NS).
Eighty-one per cent (26/32) of the patients had been brought up by their biological parent(s), while the remainder had been brought up in care or adopted. Apart from abuse, childhood problems such as behavioural problems, truancy, and reading difficulties were noted in 25% (6/24) of the men and
63% (5/8) of the women (NS).
A history of alcohol abuse was present in 42% (11/26) of the men and 40% (4/10) of the women (NS). Nine (35Â°lo) men and three (30%) women had a history of abuse of other drugs (NS), as follows: cannabis in six, solvents in four, amphetamine in three, LSD in one, and cocaine in one.
In those for whom sexualorientationwas recorded, 95% (18/19) of the men were heterosexual as were all (8/8) women (NS). The remaining homosexual man was a male prostitute; there was no history of prostitution or sexual perversions inany oftheother patients.
Eighty-five per cent lived alone: 91% (21/23) of the men and 70% (7/10) of the women (NS).
A medical history of possible relevance to the offence was present in 28Â°lo (10/36): head injury in four, epilepsy from other causes in two, transient was not reflectedin our sample of female fire-setters, who ranged from 16 to 36 years in age.
The proportion of Afro-Caribbean patients in our sample was much lower than that in the catchment area population and in the patients referred to the North West Thames Forensic Psychiatry Service overall. Although the reason for this under representation is not known, a possible reason may be that this group of patients may offend in other ways.
Most of the patients had been brought up by their biological parent(s), and approximately half had a positive family psychiatric history. In 7%, there was a history of offending in the biological parents. This may be an underestimate, however, because the relevant data were not available for those who had been adopted or brought up in care.
The high rate of sexual abuse found in the women (44%) suggests that it may be a causative factor. It is difficult to compare these figures with previous studies because the latter have tended not to examine the issue of sexual abuse in detail, if at all. However, our figures are consistent with the relatively high rate of disturbed psychosexual relationships among female arsonists in a sample derived from special hospitals by Tennent et a! (1971). Stewart (1993) distinguished sexual abuse suffered in childhood from sexual assault and other aggression and abuse experienced as an adult. When fire-setters were compared with controls, Stewart found that rates were both high and similar for childhood abuse (25% in fire-setters and 22!/o in controls) and adult abuse (71% in fire-setters and 52% in controls). In the present study, sufficiently detailed clinical information was not availableto distinguishchildhood from adult abuse, but the rates found are likely to be an under estimate because of the nature of the clinical assessment.
The paucity of long-term psychosexual relation ships found by previous studies was confirmed by our study, which found that 85% of the patients live alone. Although this may be related to the high rate of sexual abuse, the latter cannot account fully for this in our sample, because a higher proportion of female than male fire-setters had been sexually abused (44% v. 18%), whereas a lower proportion of the female fire-setters lived alone (70% v. 91%). Penile erectile dysfunction hasbeennotedinsome male fire-setters (e.g. Prins, 1978; Prins eta!, 1985) , and this disorder may be associated with poor long term psychosexual relationships and be a motivating factor for fire-setting.
With respect to motivation generally, the reasons given for the fire-setting are shown in Table 1 pointed out that being a child or being mentally handicapped does not constitute a motive (Soothill, 1990) ; There is an urgent need for a better classification system.
The characteristics of the fire-setter seen by a psychiatrist are likely to include psychological, situational, or social factors in addition to medico legal and psychiatric aspects. We therefore propose a classification system based on aetiological con siderations which emphasises aspects of assessment and management, and allows fire-setting to be understood in multifactorial terms. The causation of the fire-setting in individual cases can be considered within the following proposed framework:
Predisposing factors
Psychiatric, e.g. schizophrenia Psychological, e.g. history of sexual abuse Psychosocial, e.g. social isolation.
Precipitating factors
Psychiatric, e.g. problem drinking Psychological, e.g. death of mother Psychosocial, e.g. care worker on leave.
This classification draws attention to the pattern of circumstances surrounding fire-setting behaviour. The psychiatristneeds to identify these factors, which may be complex, in order to understand the behaviour. Thesefactors indicate possible treatment interventions and collectively allow a more informed prognosis to be made. The entire pattern of circum stances also aids the assessment and management of danger and highlights the need for prompt inter vention should a similar situation arise in future.
The classification is highly applicable to the multidisciplinary setting in which the psychiatrist works, and aims to encourage treatment packages from a wide range of disciplines. It avoids the disadvantages of classification by motive, instead concentrating on factors that generate motives, which are usually more susceptible to treatment. This model could equally be applied to more â€˜¿ straight forward' cases in which a single motive, such as revenge, is suggested, because psychological and PURl ET AL psychiatric aspects of personality, for example, as well as situational and social factors, should still be considered.
